Section ofObstetrics & Gynwecology 231 carcinoma and 2 were unclassified. Recently, Herbst et al. (1972) have reported a cluster of girls with a clear cell adenocarcinoma whose mothers had taken very high doses of diethylstilbcestrol in early pregnancy, but these appeared in older girls from the age of 8 to 25 years.
The clinical features are bleeding and vaginal discharge and in later stages an abdominal mass may be palpated. The tumour often appears at the vulva and may be large.
Treatment should be by radical surgery. Since botryoid sarcoma is often multifocal in origin total vaginectomy and hysterectomy are recommended. Vulvectomy may also be required for a low lying tumour, and pelvic lymphadenectomy is necessary to remove possible deposits in the pelvic nodes. The prognosis is worse if the glands are involved. Removal of the ovaries appears to make no difference to survival rates. Anterior or posterior exenteration is required for invasion of the urinary tract or the rectum. Radiotherapy is not normally used as the tumour is not very radiosensitive so the dose required would cause local burns and seriously interfere with subsequent growth of the pelvis. However, it may be helpful to reduce the size of a large inoperable tumour and make it operable and also in the palliative treatment of recurrent growths. It is sometimes used postoperatively to prevent recurrence. Chemotherapy is recommended in some centres as an adjunct to surgery but it requires very careful control to avoid dangerous side-effects in these children. It is however, useful in the palliative treatment of a recurrence.
Survival is poor. Huffmann (1968) reported on the treatment received by 16 patients who survived more than three years; most of them received radical surgery. Many of the other cases were inoperable and received palliative treatment only ( Table 2) .
The decision on the extent of the required surgery may be difficult. Hysterectomy and vaginectomy is a minor handicap in a child but anterior or posterior pelvic exenteration may improve the prognosis at the cost of an artificial stoma. However, many children lead very active lives with a stoma and a radical approach to treatment is probably the correct one. The sur-vivors will require hormone replacement at puberty and vaginal reconstruction afterwards. Miss V C, aged 17, a West Indian. Presented with a three-year history of secondary amenorrhaza, hirsuties and deepening of the voice. Menarche at 11 years; menstruation regular for two years and infrequent thereafter. She had found it necessary to shave her face once a week. Her weight had risen by 0.5 kg from 55.1 kg to 55.6 kg in the previous six months. No significant past or family history. On examination: Hirsuties of the limbs and beard area of the face, male escutcheon of pubic hair. Pale thin striae over upper arms, thighs and buttocks. Blood pressure 145/105. Clitoris was moderately hypertrophied. She was virgo intacta and no pelvic mass could be felt on rectal examination. No acne or temporal balding. Breasts and thyroid cartilage normal.
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Hemoglobin 16.6 g/100 ml. Chest and skull X-rays, and tests of glucose tolerance and adrenal and thyroid function normal. Urinary 17oxosteroid excretion normal; plasma testosterone At laparotomy, the right ovary was found to be replaced by a lOx 7.5 cm smooth white cyst. Right oophorectomy was performed and bisection revealed a central solid tumour (Fig 1) . Histological examination of this circumscribed benign tumour demonstrated two main groups of-cells (Figs 2 and 3) . The larger (21-45,m) were rounded with eccentric nuclei and foamy cytoplasm. They were surrounded by delicate vascular connective tissue and resembled adrenocortical cells. The smaller (12-27 ,um) were eosinophilic cells of hilar type in clusters. Staining of further sections with Oil Red 'O' revealed intracytoplasmic lipid in both cell types.
Following operation her periods returned to a regular 28-day cycle and ovulation was confirmed. The body hair became less coarse and depilation and shaving were needed less frequently. The blood pressure fell to 120/80 and the plasma testosterone to 0.17 ng/ml.
Comment
Lipoid cell tumours are the least common virilizing ovarian neoplasms. Their origin is uncertain and hence they are 'known by a large variety of names in the literature, including adrenal cortical tumour, adrenal rest tumour, hypernephroma, hypernephroid tumour and masculinovoblastoma. Ten per cent produce cushingoid features (Taylor & Norris 1967) as in this case. They are usually unilateral and benign.
More common virilizing ovarian tumours to be distinguished are androblastomas, thecomas and luteomas. The Stein-Leventhal syndrome may produce a similar clinical picture, but with defeminization rather than virilization. The responses to human chorionic gonadotrophin, adrenocorticotrophic hormone and dexamethasone do not always distinguish cases of adrenal hyperplasia (Givens et al. 1974 ).
The histiogenesis of lipoid cell tumours is still in doubt but probably the most tenable view is that proposed by Hughesdon (1966) . A pluripotential mesenchyme cell may differentiate in various ways to form theca-lutein cells, hilus cells or adrenal-like cells. With regard to the latter, Groat (1944) demonstrated the formation of adrenocortical-like cells in the ovaries of adrenalectomized ground squirrels. More recently Koss et al. (1969) confirmed the similarity of electron microscope appearances between lipoid cell tumours and zona glomerulosa and fasciculata of the normal adrenal cortex. Adrenal rests as such are not found in the ovary itself but in the mesovarium.
